The value of electrocardiography in the elucidation of the diagnostic problems of congenital heart disease in infancy has been limited by lack of precise knowledge of normal features of the electrocardiogram in this age group. Battro and Mendy (1946) were the first to relate electrocardiographic patterns to age. Alimurung, Joseph, Nadas and Massell (1951) and Ziegler (1951) In the interpretation of tracings the following criteria were used. The R deflection was considered abnormal if in excess of the 99 5 percentile of observed or computed maximum for age (by the standards of Ziegler (1951) ). The intrinsicoid deflection in VI was considered to be delayed if occurring 0-04 second or longer after the beginning of the QRS complex in this lead (Goodwin, 1952) .
Necropsy examinations were made in all cases. Ventricular hypertrophy was invariably present. In not all cases was the heart detached from other thoracic viscera for weighing, but when this was done, heart weights ranged from 150% to 340% of that normal for age (by the standards of Potter and Adair (1940) Cases of isolated right ventricular hypertrophy could be classified in three groups on the basis of the form of the QRS complex, the amplitude of R, and the polarity of the T wave.
In the first group, of 11 cases, the intrinsicoid deflection was delayed. In 10 of these cases T was negative. In seven R was of abnormally great amplitude. This group showed incomplete right bundle branch block patterns suggesting diastolic overloading of the right ventricle (Cabrera and Monroy, 1952) .
In the second group, of six cases, the ventricular complex was formed of a solitary R deflection of normal amplitude and the intrinsicoid deflection was not delayed. T was upright in four cases (abnormal in infancy except during the first 2 days of life), was isoelectric in one, and negative in one.
The third group of three cases showed features of extreme clockwise rotation of the heart, there being an initial q deflection. T was negative.
Of the 17 cases of combined ventricular hypertrophy, an incomplete right bundle branch block pattern with delay of the intrinsicoid deflection was present in 10. In four of these R was of abnormally great amplitude. Of the remaining seven cases R was abnormally tall in three.
Accepting Goodwin (1952) was the first to suggest criteria for the electrocardiographic recognition of right ventricular hypertrophy in young children. His subjects were aged from 3 to 14 years. His criteria were based on the time of onset of the intrinsicoid deflection, and on the patterns of the QRS complex in leads VI and aVR.
Braunwald, Donoso, Sapin and Grishman (1955) found that 11 of 45 of their cases in a similar age group did not fulfil Goodwin's criteria. They studied 51 cases of presumed isolated right ventricular hypertrophy in children aged 1 to 15 years and found that 29 (57%) exhibited an R deflection in VI of amplitude abnormal for age, and that in 26 (51 %) the pre-intrinsicoid deflection time in VI was 0 04 sec. or longer. Accepting either of these criteria 41 (80%) could be correctly diagnosed.
The authors considered that these criteria were the most satisfactory then available.
Employing these criteria only 65 % of my cases of isolated right ventricular hypertrophy would be recognized, though the presence of right ventricular hypertrophy could be detected in 75% of cases of combined ventricular hypertrophy (Table 2) . Numbers are too small for this disparity in results to be of statistical significance. I believe, however, that these criteria may well be of less value in the recognition of isolated right ventricular hypertrophy during the first year of life than at later periods. Certain cases revealed complexes in Vl which, though normal by measurement, were of abnormal configuration, such as qR, or R with positive T; these abnormal patterns were not shown by cases of combined ventricular hypertrophy, and were associated with types of cardiovascular malformation which usually prove fatal within a few months of birth. Ziegler (1956) described a pattern of ventricular complex in right precordial leads which he considered to be indicative of the most advanced degree of systolic overloading of the right ventricle. This pattern consists of an R deflection single or double peaked, of near 100% amplitude of RS, followed by an upright instead of inverted T, and frequently preceded by a true initial Q wave. This type of complex was observed in five of my cases; in four of these R was of normal amplitude and the intrinsicoid deflection was not delayed; the existence of right ventricular hypertrophy thus could not be detected by measurement.
Ventricular complexes in VI of the form qR (with negative T) were considered to be always abnormal by Goodwin (1952) and by Goldberger (1953) . Goodwin (1952) and Brink and Neill (1955) 
